





19th CardioVascular Summit: TCTAP 2014Procedural step::
Cardiopulmonary resuscitation, deﬁbrillation, use of mechanical chest compression
device LUCAS2 (Medtronic, Minneapolis, MN, USA), intra-arrest pecrutaneous
coronary intervention facilitated with LUCAS2. Case1: Coronary angiography
revealed proximal occlusion of LAD. The closure of LAD was crossed by guidewire
PT MS (Boston Scientiﬁc, USA). The artery was opened with Sapphire II PTCA
Balloon 3x15mm (OrbusNeich Medical, China.) Finally, CoCr stent Skylor 4/25mm
(Invatec, Italy) was deployed with ﬁnal TIMI 3 ﬂow. Case2: Occlusion of LMCA was
crossed by guidewire PT MS (Boston Scientiﬁc, USA). The artery was opened with
Sapphire II PTCA Balloon 3x15mm (OrbusNeich Medical, China). Another guidewire
PT MS was advanced. Finally, CoCr stent Skylor 4/20mm (Invatec, Italy) was
deployed.S74 JACC Vol 63/12/Suppl S j April 22–25, 2014 jCase Summary:
We present a series of two case reports of patients (48- and 60-year-old man without
previous history of coronary artery disease) with acute ST-elevation myocardial
infarction complicated by out-of-hospital cardiac arrest unresponsive to advanced
cardiopulmonary resuscitation. Both patients were treated with use of an automated
mechanical compression-decompression device LUCAS 2 (Medtronic, Minneapolis,
MN, USA). Coronary angiography showed occluded proximal left anterior descend-
ing artery in the ﬁrst case and total occlusion of the left main coronary artery in the
second case. In both patients a successful intra-arrest primary percutaneous coronary
intervention (PCI) was performed. LUCAS could be discontinued immediately after
the reperfusion. Return of spontaneous circulation (ROSC) was achieved in both cases
after 90 minutes of cardiac arrest. The ﬁrst patient survived to hospital discharge
without any neurological impairment, control coronary angiography showed good
result of PCI. On a 1-year follow-up visit he was in a good condition, echocardio-
graphic examination showed mild spherical remodeling of LV with EF 0.35. The
second patient died of cardiogenic shock 11 hours after onset of symptoms. An
echocardiogram performed after ROSC showed increased echogenity of both right
ventricle and interventricular septum (IVS) and ”hypertrophy“ of right ventricle
(8mm), IVS (14mm) and lateral wall of left ventricle suggesting cardiac contusion. An
autopsy revealed a transmural anterolateral myocardial infarction but also massive
subepicardial hemorrhage, extreme LV ”hypertrophy“ with IVS and lateral wall
thickness of 24mm and 22mm respectively and interstitial edema and hemorrhages on
histologic samples from regions of the myocardium outside the infarction itself and
also from the right ventricle. These lesions were concluded to be a myocardial
contusion.
TCTAP C-018
Simple Transradial Intervention Becomes Complex
Mir Jamal Uddin
National Institute of Cardiovascular Diseases, Bangladesh
[Clinical Information]
Patient initials or identiﬁer number:
AS
Relevant clinical history and physical exam:
A young man of 38 years presented with gradual onset of exertional chest discomfort
NYHA stage jjj. He was known diabetic and hypertensive. On examination o/e pulse
70/min.blood pressure 150/100 mmhg.Heart and lungs revealed no abnormality other
systemic examinations revealed normal
Relevant test results prior to catheterization:
ECG showed inferior ischemia. Echo Revealed regional wall motion abnormality.ETT
was positive.Other biochemical tests remained normal
Relevant catheterization ﬁndings:
transradial CAG done which revealed LM-normal LAD -normal LCX-normal RCA-
mid 70-80% % lesion
[Interventional Management]
Procedural step:
TRI planned radial guide catheter (tiger) 6F was engaged to the RCA ostium. Guide
catheter hits the proximal RCA twice. And there occurred a dissection. A BMW wire
was crossed the lesion. The lession was pre dilated with 1.5  20 mm balloon. There
was another dissection occured in the mid part of RCA.i decided to stand it with a long
DES 2.75x28 mm. After deploying the stand at the mid part of RCA, good TIMI jjj
ﬂow achieved. Then proximal dissection ﬂap was covered by another DES 3.0x28 mm
at 16 atm. After placing the secondstand I noticed there was haziness at the distal end
of ﬁrst stand with distal slow ﬂow.I thought it was another dissection by the stand. So I
deployed another DES at the distal RCA which was 2.75x16 mm over lapping the ﬁrst






19th CardioVascular Summit: TCTAP 2014Case Summary:
We shall have to remain cautious in treating every CAD equally as simple and
complex because none can predict when asimple procedure becomes complex.
TCTAP C-019
Multiple Culprit Vessels in Acute Myocardial Infarction
Kalaichelvan Udhayakumaran
Madras Medical Mission, India
[Clinical Information]
Patient initials or identiﬁer number:
Mr. KM
Relevant clinical history and physical exam:
47 years male, euglycemic, normotensive, admitted with complaints of chest





CVS: S1, S2 (+)
other systems: NAD
Relevant test results prior to catheterization:
ECG: NSR, ST Elevation in lead II, III and aVF
ECHO: Regional wall motion abnormality present in infero posterior segments. Mild
LV dysfunction. No MR
Relevant catheterization ﬁndings:
LCA angio shows normal LMCA
LAD is type iii vessel and free of disease
LCX is non dominant and has 95% stenosis in the mid segment
RCA is dominant and has total occlusion in the distal segment
[Interventional Management]JACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASProcedural step::
Procedure done under local anaesthesia through right femoral approach
Injection clotide started with 10 (6 + 4) ml bolus followed by 11 ml/ hr infusion
RCA was engaged and totally occluded distal segment was crossed.
Direct stent deployment was done from distal rca to PLV using a 25 x 38 mm xience
prime at 10 atm for 6 sec.
Patient continued to have chest pain with hypotension. There was persistent st
elevation in the inferior leads and sinus tachycardia. Hence it was decided to perform
LCX PCI.
Case Summary:
LCA was engaged and lesion in the mid LCX was crossed. Predilatations were done
using a 2 x 12 mm trek upto 10 atm for 6 sec. Stent deployment was done using a 2.5 x
28 mm xience v at 14 atm for 8 sec.
Final angiogram showed no residual stenosis with good antegrade ﬂow.
Patient symptomatically improved and st segment started settling in the inferior leads.
The procedure was uneventful patient shifted with stable hemodynamics.
TCTAP C-020
An Unusual Case of STEMI in a Woman
Aaron Wong
National Heart Centre Singapore, Singapore
[Clinical Information]
Patient initials or identiﬁer number:
CGC
Relevant clinical history and physical exam:
A 64 year-old Chinese woman with no cardiovascular risk factors, presented with 9
months history of breathless on exertion. She was treated as for heart failure by family
physician and her symptoms improved with oral frusemide.
Physical examination was essentially normal with no signs of congestive heart failure.
Relevant test results prior to catheterization:
ECG showed poor R wave progression and LVH by voltage criteria with non speciﬁc
ST-T changes. (Figure 1, bottom panel)
Echocardiography at our centre showed severely impaired LVEF of 25% with regional
wall abnormality in the LAD territory and she was advised for coronary angiography
to rule out coronary artery disease.
Relevant catheterization ﬁndings:
Coronary angiography showed near normal coronary artery with only very mild
luminal irregularities. (Figure 1, top panel)
Non ischemic cardiomyopathy was diagnosed.
However, 6 hours after the procedure, she complained of severe central chest pain and
diaphoresis in the ward. Her symptoms were not relieved with S/L GTN.
Repeat ECG showed ST elevation in anterior leads. (Figure 2, bottom panel)
[Interventional Management]
Procedural step::
Immediate coronary angiography was performed with a view for primary PCI, which
showed complete occlusion of mid LAD at a site which was near normal 6 hours
before. (Figure 2, top panel)
The occlusion was not relieved with intracoronary GTN.
Aspiration thrombectomy was performed and large amount of thrombus was aspirated.
TIMI 3 ﬂow was established in the LAD but there was still a signiﬁcant residual lesion
present in the mid LAD.
After given repeated bolus intracoronary GTN, the residua lesion eventually resolved
with no signiﬁcant lesion angiographically. (Figure 3, top and middle panel)
IVUS was performed and conﬁrmed that there was no signiﬁcant lesion or abnor-
mality at the site of occlusion in the mid LAD. (Figure 3, bottom panel)
6 months after the coronary angiography, the LVEF was 55% with some mild regional
wall abnormalities.
16 months later the echocardiography was completely normal.
There may be a possibility that there is an association between coronary spasm and
cardiomyopathy.E/Acute Coronary Syndrome: STEMI, NSTE-ACS S75
